is an uncommon condition; Haberfeld [2] , who has investigated the matter recently, was able to find records of only five cases, and all of them in literature of a past period. A full description of the condition of parts is therefore desirable.
In fig. 1 the median cleft of the upper lip is shown, the two halves being joined at the base of the columella by a thin fold of mucous membrane; under the fold there is a pit or depression, into which a probe can be pushed backwards for 5 mm. In the floor of the labial cleft the alveolus is exposed, separated into right and left halves by a shallow fissure. A small pedunculated fibroma is attached to the left half. The columella is wider than normal and grooved; the top of the nose shows a median depression. There is evidence here of the bilateral origin of the septum nasi, which will be more evident when the condition of the internal parts comes to be described. The soft palate is cleft, and through the cleft a tumour is seen. The tumour, as was proved by further dissection, is really situated in the septumn nasi.
Suspecting that the tumour might be connected with the pituitary body, a dissection was made by Mr. William Pearson to expose the infundibular parts of the brain and the adjoining basal region of the F-lOa skull. Unfortunately, the condition of the brain did not permit an exact examination of the cerebral parts, but the relationships of the third ventricle were quite clear. It will be seen that the basi-occipital and basi-sphenoid up to the dorsum selle are intact; the parts of the cranial base formed round the notochord are thus normal. The floor of the sella turcica is absent-or, putting the matter in another way, the craniopharyngeal canal, in the region of which the buccal (glandular) part of pituitary is developed, is widely patent-wide enough to take the little finger. The deformity at the base of the skull concerns the region formed from the right and left trabeculh cranii. It will be remembered these bars of cartilage are formed on each side of the pituitary, and out of them are developed the following parts: (1) The small wings of the sphenoid, which, in the specimen, are separated by a wide depression, filled by a mass of tissue; (2) the septum of the nose, the two halves of which are separated in the specimen, enclosing a V-shaped trough which becomes narrower and shallower as the septum passes towards the columella;
(3) the lateral masses of the ethmoid and alar cartilages. The base of the skull in this child presented a median depression extending fronr the dorsum selle to the position of the crista galli. The floor of the depression is formed by the open out septum nasi. The free or lower border of the septum extends from the basi-sphenoid to the anterior part of the hard palate with which it effects a normal union.
The right and left halves of the nasal septum thus enter into the formation of the cranial floor. The posterior part of the lower or free border of the septum is thick and tumour-like. It lay directly above, almost in, the cleft of the soft palate. Into the posterior part of the nasal trough, directly in front of the basi-sphenoid ( fig. 2 ), descended a funnel-shaped prolongation of the floor of the third ventricle; it represented the infundibulum, but was thickwalled and composed chiefly of neuroglial tissue. The anterior part of the trough was filled with soft, friable, semi-fibrous tissue of a pale grey colour. Microscopically it was found to be composed chiefly of nonstriated muscle tissue.
Part of the tumour-like mass on the posterior part of the septum was removed for microscopical examination by Mr. H. Wilson and stained with Van Gieson's reagent. Fig. 3 represents a sagittal section near the middle line, corresponding to the cut surface indicated in fig. 2 . The lower border of the septum is seen to be covered by stratified mucous epithelium similar to that of the mouth, but, as the section passes up towards the base of the skull, the epithelium suddenly changes 
FIG. 2.
A deep dissection of Mr. Tweedie's case, viewed from the right side. The right side of the head has been cut away, exposing the pharynx, nose, and left base of the skull. A, lesser wing; B, optic nerve; C, chiasma; D, basi-sphenoid; E, tumour in foramen caecum of tongue; F, infundibulum; G, cleft in palate; H, tumour mass in septum; I, nasal septum. its character and becomes mucous columnar epithelium. The line of transition probably corresponds to the bucco-pharyngeal junction, for it will be remembered that the primitive mouth is of epidermnal, the primitive pharynx of hypodermal origin. From the stratified area, just before it passes into the columnar, a solid column of epithelium enters the tumour-like mass in the septum, and, passing upwards and backwards (see fig. 3 ), expands, and within the epithelium appears a cleft, evidently the primary cavity of the buccal pituitary.. The cavity is 8 mm. long; its width is uncertain. On the upper side of the cavity-the side directed towards and applied to the expanded infundibular part of the brainthere is an extensive formation of typical glandular pituitary tissue, small islands and columns of cells separated by fine trabecula. One estimates that if the tissues were aggregated in the usual shape it would form a normally sized gland. The pituitary tissue is closely applied to the infundibular extension of the brain, but there is no separation into anterior and intermediate parts as in the normally formed gland. The side of the pituitary diverticulum directed towards the nasopharynx-it is applied really to the submucous coat of this region-shows no formation ' The section is shown reversed, the nasopharyngeal border being above, the infundibular border below. tissue. In the normal development of the pituitary, one the part of the primitive pituitary, directed towards the sella turcica, is arrested in its development, so that at 3 primary cavity almost reaches the surface of the gland. cimen is especially interesting in connexion with investi-3h have been carried out recently by Erdheim [1] and 3]. In fig. 4 the track of the developing buccal pituitary le lower part lies in the submucous tissue at the root of the Haberfeld has shown that there is always a remnant of ,ue in the submucous tissue of the human nasopharynx at College, London, has lately shown that the mouth of the y invagination in the human feetus is placed on the posterior df the septum nasi and carried downwards on that border during development. All of these observations help to make clear the n in this case. We have here an arrest of the ascent of the i-it remains in the position corresponding to its point of outthere is further a non-fusion of the right and left trabecule cross the mid-line of the basis cranii; we see that the septunm nose is primarily a part of the base of the skull; there is a ttion and enlargement of the infundibular region of the third L into the ethmoidal area of the base, and it is possible that this 'imary lesion. very remarkable and inexplicable feature remains to be ed. In fig. 3 it will be seen that the infundibular wall becomies )us with a stratum of tissue which shows all the characters of ated muscular tissue. There was a massive formation of nonmuscle continuous with the lamina in the anterior part of the ough. Mr. Shattock suggested to us that it may be continuouŝ non-striated muscle tissue of the orbit, out of which Muller's s formed. It may belong to this formation, but why a mass of ae should occur in connexion with the infundibular region of the ad within the septum of the nose one cannot explain. The ace neither supports nor confutes Gaskell's theory of the oulum being primarily an oesophagus leading to a stomach Lted by the third ventricle. Our sections do not show a colinion between the pituitary and cavity and infundibulum, but es is not complete enough to deny that there may have been unication. The PRESIDENT (Dr. P. Watson-Williams) thanked Professor Keith for his demonstration, and said that all the members must be very interested in the specimen because the morphological points touched upon seemed to afford some explanation of many anomalous cases which were constantly cropping up in practice. He (the President) had taken the view that in Tornwaldt's disease the pocket or recess was the remains of Ratke's pouch or the obliterated fcetal pfocess which, carried up, formed the pharyngeal portion of the pituitary body. In his work on the nose he gave illustrations showing how they arose and offered it as an explanation of Tornwaldt's disease. But there were many other points of interest arising from the specimen-e.g., the split septum, which rhinologists came across, such cases as Mr. Parker had illustrated.
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Dr. SCANES SPICER commented on the extreme importance of the subject, particularly to the members of that Section, so that they were specially indebted to Dr. Keith for bringing it forward. He had himself brought the subject of arrested development in the basis cranii before the Society in connexion with the physiognomy of adenoids and the physiognomy of achondroplasia. Some years ago he showed here a child which presented the signs of achondroplasia. He did not now think it should be classified thus, though it evidently was related to some abnormality in the area of the pituitary hypophysis. No doubt the arrest of development about the basi-sphenoid produced a similar physiognomy to that of a marked case of adenoids coming on early in life. His patient was sent to him from the country by a doctor to be operated upon for adenoids, but there were practically no adenoids; it was a primary arrest of development at the base of the skull. With regard to the point raised by Sir Felix Semon as to whether the pharyngeal hypophysis now discussed was identical with Tornwaldt's bursa, Sir Morell Mackenzie asked him (Dr. Spicer) to write an article for the Joutrnal of Laryngology in 1887. The evidence pointed to the conclusion that the bursa in Tornwaldt's disease was not a pharyngeal diverticulum, but part of the pharyngeal tonsil pathologically altered. Further research seemed to support the view that Tornwaldt's disease consisted in pathological states located in a different position from the pharyngeal diverticulum, which opened in the posterior border of the septum nasi. He had seen the bursa discharging yellow matter, and his view was. that such states were due to adhesion of the lips of the median groove of the pharyngeal tonsil, and very much posterior to the pharyngeal diverticulum.
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Patterson: Denture removed from (Esophagus Sir FELIX SEMON, in further comment, said he had seen several cases agreeing with Professor Keith's description, in which a structure at the roof of the nasopharyngeal cavity was discharging. It was much nearer the septum than the position indicated by Dr. Hill. He had seen it absolutely close to the septum, and that was why he asked as to the identity with Tornwaldt's bursa. He did not claim that this proximity was a universal rule, but could vouch for it that he had seen the discharge close to the septum.
Dr. JOBSON HORNE desired to add his thanks to Professor Keith for his demonstration of a specimen of great scientific importance to those following rhinology. He had observed on the posterior edge of the septum of the nose the condition which Dr. Keith had described. In his experience the position of that vestigium appeared to be relatively far distant from that which is commonly regarded as the situation of Tornwaldt's bursa.
Dr. H. J. DAVIS said he remembered a case of Mr. Waggett's at the London Throat Hospital ten years ago. The site of the disease was at the highest part of the pharyngeal roof, and just to the side of the posterior edge and base of the vomer; it was very difficult to see it.
The PRESIDENT said it was a congenital or developmental condition, and it was now recognized that the position of Luschka's tonsil altered somewhat in the course of development, for, as the basi-sphenoid developed, the relative position of the mass of lymphoid tissue altered, and came more towards the posterior wall. That would account for the fact that Tornwaldt's cleft, as seen in the adult, appeared to be further back than would be indicated by the diagram shown of the relations of the parts at birth.
Denture removed from the (Esophagus.
By NORMAN PATTERSON, F.R.C.S.
PATIENT, a wornan, aged 56, one morning, ten minutes after eating a piece of bread and butter, was astonished to find that the tooth-plate had disappeared from the roof of her mouth. She felt her neck, and it appeared to be larger than usual. Shortly after this she suffered much inconvenience from saliva collecting in her throat. There was also some pain. Laryngoscopic examination showed swelling and congestion of the arythenoid region, but no portion of the tooth-plate was visible. A skiagram was taken, and shortly afterwards, under a general anwsthetic, and with the aid of the bronchoscope, no difficulty was experienced in catching hold of the plate and dragging it out of the oesophagus. The posterior edges of the plate and the hooks attached thereto, however,
